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The most important aspect of the problem of maternity service is the protection of the normal case. The Hardly less heartrending is that incalculably large crowd of young women who suffer lasting damage in childbed, and who continually pass on to recruit the army of shattered lives which crowd the waiting-lists of our hospitals, and which in their sum of individual and domestic and economic distress constitute a community problem of the greatest gravity.
The dominating problem is thus the protection of health. It is essentially a problem of preventive medicine, and like many problems of this nature it resolves itself into a matter of method and machinery by which we can carry to the service of those concerned the knowledge we possess. The essential problem is not one of research in the ordinary sense for most of the tragic circumstance of modern midwifery is not of the kind that for its remedy must await the further developments of medical science; it is due rather to a failure to apply the knowledge we have.
It is true that a large component of the death and disease that attend maternity is caused by such things as the toxaemias, placenta praevia, etc., the causes of which we only imperfectly understand. On the other hand we have ample assurance for the belief that, just as the healthy woman suffers from the present imperfect and often slipshod methods obtaining over large sections of the community, so the woman with morbid complications suffers for precisely similar reasons, and that a levelling up of efficiency directed to the protection of the normal case will inevitably bring in its train an improvement in the lot of the case suffering from complications.
A New Machinery of Maternity Service.
In a previous paper I have considered the respects in which the machinery of maternity service in this country is imperfect, and have indicated that the outstanding need is a system by which attendance on the normal case will be removed from the shoulders of the general practitioner and transferred to the midwife. There is general agreement that a doctor service is wasteful of the lives and the health of parturient women because the duties of general practice are incompatible with satisfactory midwifery.
The present annual death-rate in England and Wales from child-bearing and child-birth is about 5 per 1000 live births. This implies the loss of about 3000 lives every year. There are, in addition, on a moderate estimate ten times this number, or 30,000 each year, who do not die but who live with their systems damaged from the effects of pregnancy and labour. Where, on the other hand, the practice is based on a midwife service with doctors available for antenatal supervision and for abnormal cases the mortality is low. The outdoor practice of the large maternity hospitals shows this conclusively. The indoor and outdoor practice of the East End Maternity Hospital, London, which is based on such a doctor-midwife system and which is entirely unselected, that is, it receives all cases from its own district, shows a mortality of 0-46 in a total of 10,752 successive cases. This is a mortality about ten times less than that obtaining over the general community and it is more than twenty times less than that found in some areas.
What this remarkable practice accomplishes by an essentially simple machinery in a poor district of the East End of London is surely an ideal which we must endeavour to transplant into other regions of London, Edinburgh, Glasgow, Birmingham, and elsewhere. It is at once a challenge and a hope.
It is coming to be generally admitted that to be successful the present system of multiple scattered and inco-ordinate effort, 96 in which midwife,-doctor, National Health Insurance and Local Authority all take part and often overlap, must give way to one in which these various agencies are linked together in a machine under the control of the Central and Local Health Authorities.
The basis of the new scheme must be the provision of (i) an adequately salaried midwife for every woman in labour; (2) appropriate supervision of the antenatal and post-natal periods; (3) a trained doctor available for the emergency and, intimately linked up with these ; (4) the hospital for needy and abnormal cases.
In some ways the keystone of the system must be the hospital as on this will depend the stability and efficiency of the antenatal and post-natal departments and the domiciliary service of the area. On a subsequent page I shall elaborate more fully the reasons for this belief and shall indicate that there are many advantages in a scheme which looks to the hospital to set the standards for and to exercise a general control of the maternity service of the area. For these reasons I propose to enter somewhat fully into the question of the organisation and functions of the hospital.
The Hospital.?For reasons which I have explained fully in a previous paper the supreme test of the general efficiency of any maternity service in so far as the normal case is concerned is the incidence of sepsis which its records reveal, and this test is of special value when applied to a hospital. In every maternity hospital and home the clean case is exposed to the risk of contagion by the infected case, and the degree of this risk is a compound of such factors as the total numbers catered for, the proportion which the abnormal and, therefore, the infected or potenially infected cases bear to this total, the skill of the administration and the ease with which the architectural features of the building allow of a rigid segregation of the abnormal patients. The In the case of larger towns the entire maternity service could with advantage be organised round such units regionally distributed, their number and size depending on the local conditions. Such an arrangement is calculated to meet the increasing demands for hospital beds for maternity in a way that makes for greater safety than is obtained by the creation of large hospitals, which become unsafe in proportion as they became unwieldy.
To complete the scheme and to make it applicable to those who belong economically to a social order above that of the ordinary hospital class and who are able to pay for the services obtained there could be an arrangement, on the one hand, whereby they could obtain the domiciliary services, of a midwife for the period required, or, on the other hand obtain admission to a paying bed in the hospital. Under such a scheme the antenatal supervision would be given by one of the medical practitioners belonging to the unit who would, also, be available for attendance at the actual delivery, Such isolation requires a large number of small "observation" wards from which the patient can be moved later to the ordinary wards, if her convalescence is smooth, or to the "isolation" or "septic" wards if she shows persistent pyrexia.
In In the Edinburgh Hospital, the forceps rate some years ago was reduced to 6 per cent., and as a result he had received many complaints from students that they had attended Clinics for three months and had never seen a forceps delivery, much less had they had an opportunity of applying the instrument. This was one of the difficulties in connection with the teaching of obstetrics. From the point of view of the patient, he strongly believed in allowing a normal labour to continue to be normal and in avoiding unnecessary interference, but in the interests of the students it was essential that they should see a forceps delivery occasionally, and if possible be allowed to conduct one, under skilled guidance. 
